Every pathologist has a fund of unacceptable and even ridiculous causes of death, culled from certificates completed by junior (and sometimes notso-junior) clinical staff. Many are unsatisfactory because they offer unqualified modes of death: 'heart failure' and 'cardiac arrest' are common examples. One recent uninformative sequence seen was 'heart failure due to liver failure due to kidney failure'! Others are unsatisfactory because the clinician apparently does not understand the internationally agreed format of the death certificate, which requests a causative sequence in Part One and, if appropriate, other unrelated lethal conditions in Part Two. All too often, the certifier reverses the logical sequence in Part One. For example, he writes 'Carcinoma of the prostatepulmonary embolism', disregarding the fact that the words 'due to' are clearly printed between the lines. This simple example can be corrected by the Registrar General's screening staff, but more complex permutations lead to further inaccuracies. Again, mixing Part One and Part Two is common, leading to entries such as 'myocardial infarction due to obstructive airways disease due to fractured femur', with 'coronary thrombosis' in Part Two! This certifier, who was completing a cremation form, did not seem to appreciate that including a traumatic condition like a fractured femur made the case referable to the coroner, and his cremation form was therefore invalid.
A change in the certification instructions was introduced in the summer of 1985. This allows unrelated conditions to be entered on the same line of the certificate if the doctor feels that he cannot differentiate between the relative contributions of each condition. For example, 'hypertension and coronary atheroma' have an insufficient aetiological relationship for one to be said to be 'due to' the other, but can now be placed equally on the same line of Part One. Of course, one could be entered in Part One and the other in Part Two, but formerly the Registrar's coders disregarded Part Two entries in constructing mortality tables. It now appears that they have more freedom to pick what seems to be the most logical sequence from the whole certificate, but this seems a rather arbitrary method of arriving at the best result, which is better achieved by more careful thought on the part of the certifying doctor.
It is easy to be critical of these errors, but the basic remedy can only lie in betteror indeed anyinstruction at both undergraduate and postgraduate level. Most medical schools have reduced or discontinued their teaching of the legal aspects of medicine. Thus many new doctors begin their first house appointment with no more idea how to certify a death, report to the coroner or arrange for a cremation, than do the paramedical staff. The importance of determining a cause of death is rarely discussed, either at student level or during the vocational training of hospital clinicians, pathologists and general practitioners. Even though the care of the living patient must obviously be paramount, no one can doubt that structured thinking about the reason for a death both instructs and clarifies the clinician's mind. The accumulation of relatively accurate mortality statistics is an epidemiological tool indispensible to those following disease trends and planning health care. Historically, general practitioners provided care in the neighbourhoods in which they lived, often in their own homes. Nowadays doctors are unwilling to bring up young families in undesirable areas, and in consequence in inner city areas general practitioners provide care from lock-up surgeries and often live several miles away from their practice. Increasingly, visiting patients in their own homes is dangerous: especially after sundown, assaults on doctors are increasingly common. This broad brush describes the basis for the 'quality care initiative' by the RCGP. The Council of the Royal College has now issued its consultation document Towards Quality in General Practice' and its policy statement Quality in General Practice2. They are essential reading for general practitionersmembers and non-members alike. It is to be hoped that all doctors in other disciplines may spare a little time to digest the intentions of the College; and finally the publicpatients must have a vested interest in the proceedings and may catalyse the process. Certainly, the College Council is committed by its statements to ensure wide discussion together with the General Medical Services Committee of the British Medical Association and the profession as a whole in order to stimulate debate and accelerate progress towards quality of care.
Primary care controls to a large extent the amount of hospital care to be provided. It is then logical to assume that by introducing quality in general practice, large sums of money may be saved in the hospital setting. It is laudable that the College can stimulate its increasing membership and hopefully non-members to adapt and modernize, to accept the setting of standards and performance review, especially with regard to the management of chronic disease and anticipatory care using agreed protocols. The development of microcomputers will enhance the process. Providing patients with information about the practice, and even the suggestion of an annual report, will stimulate patient participation.
Vocational training is now mandatory. Debate continues on the need for formative assessment as well as end-point assessment. The College wants the MRCGP examination to become a standard of entry into practice. This may not be popular with the profession as a whole. Certainly, trainees require a mechanism of assessment during training that will ensure both that their training matches their needs and that timely remedial action is possible where this may be required. Research must be encouraged and the policy statement stresses this facet.
The policy statement mentions the idea of reassessing doctors. In the United States and Canada, five-yearly reviews in the form of specialty board recertification for family practice determine the doctor's right to continue charging higher fees. I wonder whether in adopting similar concepts by award of Fellowship they are being realistic? To improve general practice across the board beyond comparison with any other techniques, the idea of compulsory five or seven-yearly specialty boards is most attractive. This would ensure that all general practitioners would enjoy prolonged study leave, continually update themselves and this would be the greatest incentive to good primary care. Why has the College not suggested this option?
We live at a time of intense public awareness of medical care, both in hospital and general practice. There is much criticism of standards and quality of care at a time of government-imposed financial stringency. The RCGP has been most timely and courageous in producing and widely circulating a far-reaching statement of intent. It is brave in taking the lead and attempting to ensure that general practice, apart from all other disciplines and indeed many other professions, is prepared to take the step and improve beyond measure its service to society by setting self-imposed standards, goals and objectives. Hopefully, the suggestions will gather momentum and hail a new era where yet again patients will acquire respect and affection for their modern presentday general practitionersas in days gone by.
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